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Impression Technique for the 


Edentulous Mandible 


IRVIN H. ANTE, D.D.S., Toronto, Ontario, Canada 


Essentials in lower den- 
ture construction, such as 
impression taking, seal, 
adhesion, and stability are 
considered. The points to 
be observed in visual and 
digital examinations re- 
ceive mention. The de- 
tailed technique and pro- 
cedure are outlined, par- 
ticularly with reference to 
the illustrated areas of in- 
volvement, and the mate- 
rials employed are given. 
An unusual feature of the 
article is a listing of the 
variety of failures en- 
countered in lower den- 
ture construction. 

The intelligent applica- 
tion of the technique de- 
scribed here is a stride 
toward eliminating some 
of the difficulties in eden- 
tulous impression proce- 
dure, and if the technique 


DIGEST 


is carried out successfully, 
it will insure a denture 
base that will have plenty 
of vertical stability during 
all mandibular and mus- 
cle movements, as well as 
plenty of horizontal sta- 
bility, provided the im- 
pression is closely adap- 
ted to the bony outline of 
the mandible. The periph- 
ery outline is molded to 
show definite muscle tis- 
sue markings, well-round- 
ed, and of a uniform thick- 
ness of not less than 3 mm. 

With conditions norm- 
al, the denture base has its 
periphery laid at the 
normal flexion line. Un- 
der abnormal conditions 
the operator should de- 
pend on his ability to es- | 
tablish the periphery cor- 
rectly in the mouth, and 
not depend on materials. 


THE TECHNIQUE THAT follows is not 
entirely original. Valuable material has 
been incorporated from _ various 
sources. Green, House, Hall, Fish, Four- 
net and Tuller who have contributed 
the results of their research, will stand 
out as founders in the development of 
scientific denture prosthesis and to 
them credit is due for the progress and 
advancement of this service. Every 
credit is extended to Doctor Fournet 
and Doctor Tuller for their original 
ideas and suggestions in stabilizing the 
lower impression. 


*From the Prosthetic Department, Faculty of Dentistry, 
University of Toronto. 
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Considerations in Lower Den- 

ture Construction 

Impression — A good impression 
should be the first step in denture con- 
struction. It should provide adhesion 
and stability to the finished denture, 
with comfort to the patient. The success 
of a good impression depends largely 
on the accuracy of the peripheral out- 
line and peripheral seal. It is necessary 
to sustain the denture while lateral 
strains are being applied during masti- 
cation. 

Seal: Atmospheric seal is secured in 
the impression by muscle-molding the 


peripheral border and extending it into 
the areas where unbroken contact is 
secured with movable soft tissues. It 
should be sufficient to hold the denture 
in place without interfering with the 
border tissues while they are undergo- 
ing functional movements. Usually the 
extent of peripheral seal is not more 
than 2 mm. or 3 mm. 

Adhesion: Adhesion is secured in an 
impression by employing a low soften- 
ing point impression material and com- 
pensating for hard and soft areas. Ad- 
hesion will be secured between the im- 
pression and mucosa if the balance of 
tissue tension is uniform throughout 
and no tissue is displaced beyond phys- 
iologic endurance. | 

Stability: Stability of the lower is 
secured by extending the heels of the 
impression buccally and backward un- 
til they cover and turn upward on the 
face of the ramus. Disto-buccally the 
heels extend into the buccal fold to the 
external oblique ridge. On the lingual 
side, the flange is extended downward 
below the mylohyoid ridge in the first 
molar and bicuspid region. It does not 
depend on the lingual undercut for 
mechanical retention below and behind 
the third molars but firm contact with 
the soft tissues is important along the 
entire lingual side; the upward thrust 
of the mylohyoid and buccinater mus- 
cles are completely subdued and these 
thrusts are converted into retentive fac- 
tors. Their exerted energy is employed 
to hold the impression firmly in place. 

Impression Materials—A good im- 
pression material should lend itself to 
easy manipulation, be constant in value, 
and at all times be under the operator’s 
control. It must be possible to resoften 
and remold the material to the tissues to 
secure close adaptation. The material 
should be one that will record in detail 
and under the proper amount of tension 


the extreme functional positions of the 


tissues. Finally, it should be a material 
that distributes pressure equally over 
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the whole tissue area on which the den- 
ture base rests. 

If the impression material is too soft, 
the tissues will be placed on either too 
light a tension or none at all. If it is 
too firm it will cause the tissues to be 
displaced beyond physiologic endur- 
ance. The impression material that 
meets these requirements is a low soft- 
ening point compound, such as Kerr’s, 
Mizzy’s or Dresch’s impression com- 
pound. These compounds are all work- 
able at low temperature, about 135° F. 
When placed in the mouth the com- 
pound rolls up over the flanges of the 
tray with slight pressure, causing a 
minimum of tension on the tissues. 

It is usually easier to adapt the im- 
pression material to the supporting sur- 
faces than to conform it to the periph- 
eral borders. The so-called muscle- 
molded impression frequently leads to 
over-extension, whereas the impression 
not muscle-trimmed is usually under- 
extended. 

To secure peripheral seal it is neces- 
sary to employ some plastic material on 
the periphery of the impression base 
which is moldable at mouth tempera- 
ture. Jelenko’s adaptol or Kerr’s im- 
pression wax are materials that meet 
these requirements. 


Examinations 


Visual Examination—Every mouth 
presents anatomic and biologic factors 
that should be considered. A visual ex- 
amination will reveal the health of these 
tissues, the amount of absorption, the 
peripheral attachments, the size and 
form of the vault, ridges, tongue, and 
throat. Roentgenograms should reveal 
the health and density of the underlying 
bony structures and no examination is 
complete without these aids. 

Digital Examination—Survey the 
physical condition of the tissues care- 
fully to ascertain the possibilities of 
successful results. Make a digital ex- 
amination of the mandible and maxilla 
to know in advance what one may ex- 
pect to produce in the impressions. Fig. 
1 shows the areas of the mandible and 
tissues which must be approached for 
a complete mandibular impression. 


Technique and Procedure 


Preliminary Impression of Mandible 
—Take an over-sized snap impression. 


Fig. 1—Diagram of mandible and tissues divided into areas 1 to 9. These are the different 
areas to approach to take a complete mandibular impression. 


Select a tray that is wide and long. The 
posterior buccal border of the distal 
ends of the tray should be bent to curve 
upward. The purpose of this is to allow 
the compound to fill the buccal fold, re- 
tromolar fossa (Fig. 1, area 2) in order 
to form a wide buccal roll posterior to 
the molar area, and to obtain an impres- 
sion of the tissues as high up as possible 
on the anterior surface of the ramus, 
the pterygomandibular area (Fig. 1, 

area 1). 


Fig. 2—Before taking the camaiieiile impression the posterior buccal border of the tray 


For the beginner a preliminary and 
final impression are essential to accu- 
racy, and as much skill should be exer- 
cised in taking the preliminary impres- 
sion as in performing any other part 
of the procedure. 

For flat ridges, select a tray, as 
recommended by Doctors Fournet and 
Tuller, or S. S. White lower trays, num- 
bers 101 and 103, or Kerr’s lowers, 
numbers 1 and 3. Bisco’s trays, num- 
bers 466 and 467 will be used for prom- 


should be bent to curve upward to allow the compound to fill the retromolar fossa. 
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Fig. 3—The preliminary impression should give an impression of the bony outline and a fair 
amount of muscle-molding. Remove all undercuts and relieve it over the crest of the ridge. 


inent ridges. Bend the disto-buccal ends 
of the tray up and fit the tray to the 
mandible. Use any low softening point 
compound, such as Dresch’s, Kerr’s or 
Mizzy’s. Heat in water at 135° F. and 
apply to the tray. Insert the compound 
in the mouth and press down and back, 
the anterior first, then the heels, with 
the thumbs on the tray and the fingers 
under the chin. Press it firmly to the 


mandible. Instruct the patient to pro- 
trude the tongue, raise it as high as pos- 
sible, then open the mouth widely and 
pucker the lips as if to whistle, or say 
“oo.” Have the patient place the tongue 
on the handle of the tray and try to 
force it out of the mouth while the 
compound is hardening. Remove the 
tray carefully by pressing up and back. 

This impression must displace all 


Fig. 4—Draw the outline of the tray on the cast. It should parallel the external oblique ridge 
as far forward as it can be followed and to the visible muscle attachment in the buccal and 
labial areas. Lingually it should go to the floor of the mouth as indicated by the partly muscle- 


molded preliminary impression. 


The Dental Digest 


soft yielding tissues and give an im- 
pression of the bony outline and a fair 
amount of muscle-molding. Scrape the 
impression to remove all undercuts, 
and relieve it over the crest of the ridge 
to a depth of 2 mm. and to a width 
within 3 mm. of the peripheral border. 
Pour the impression and secure a cast. 
The lower tray is constructed on this 
cast. 

First draw the outline of the tray on 
the cast with a soft lead pencil. Starting 
at the disto-buccal area, the outline 
should parallel the external oblique 
ridge as far forward as it can be fol- 
lowed and to the visible muscular at- 
tachment on the buccal and labial are- 
as 2, 3, 4, and 5 as shown in Fig. 1. 
Lingually the outline should go to the 
floor of the mouth as indicated by the 
impression (areas 6, 7, and 8). At the 
heels the outline extends across the 
mandible posterior to the pear-shaped 
body, area 9, into the retromolar fossa, 
area 2, with the buccal and lingual cor- 
ners between areas | and 2 and between 
areas 1 and 8 merely rounded. 

Mandibular Trays—Employing a 
baseplate, such as Ackerman’s 13 
gauge, S. S. White’s special, a phono- 
graph record, permaform, vulcanite, or 
acrylic resin, construct or adapt it to 
the cast and then trim it to the penciled 
outline. Bend a piece of 13 gauge wire 
to form a handle and fit it to the crest of 
the ridge. Reinforce the tray along the 
ridge with baseplate material. Heat the 
wire in the flame and embed it into the 
baseplate. Reinforce the tray over the 
wire and upon the ridge of the tray with 
a high softening point compound, such 
as S. S. White’s black compound. 

Mandibular Compound Tray—Select 
a tray which approximates the shape of 
the ridge, Kerr’s number 5 lower, for 
example. Cut the handle off to half an 
inch length and bend it upward. Adapt 
the tray to fit the ridge and trim it in- 
side the penciled line. Cover it with a 
small roll of low softening point com- 
pound and press it to place on the 
model. With the finger manipulate the 
compound to place and expose the pen- 
cil markings. Remove from the model 


and trim off the excess compound to the 


pencil line. 

Examination of Mouth before Mold- 
ing or Trimming Tray—A digital ex- 
amination of the mouth should again be 
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made. Judge the thickness, strength and 
flexibility, also attachment of the my- 
lohyoid, masseter, buccinator, levator, 
obicularis oris, angulioris, and the geni- 
oglossus muscles. Note the sharpness 
of the mylohyoid ridge and the deline- 
ation of the external oblique ridge. 
Take note of the mucous membrane and 
the condition of the crest of the ridge. 
Determine the character of the buccina- 
tor muscle and the extent to which it 
may be displaced safely. Note the size 
and shape of the tongue, its muscular 
attachment and the extent of control the 
patient has over it. A thick tongue is 
more advantageous than a long thin 
one. Keeping these points in mind, 
make a digital examination with the 
tray in the mouth to determine the de- 
gree of possible extension in all areas. 
Muscle-Molding the Compound Tray 
or Trimming Other Trays—Dry heat 
or flame the lingual border compound 
to about 2 mm. in depth but do this with 
caution. Temper the compound in hot 
water. Insert it into the mouth and press 
lightly to the mandible with fingers on 
the tray and thumbs under the chin. 
Instruct the patient to raise the tongue 
while this is being done, to protrude it 
and place it first in one corner of the 
mouth then in the other, and finally, to 
place it against the handle of the tray 
and press as hard as possible. Remove 
the impression carefully and chill. Dry 
heat the labial and buccal border com- 
pound with the same procedure. Insert 
and instruct the patient to open the 
mouth wide, then attempt to whistle. 
Remove and chill. At this stage the 
compound tray will often show a fair 
muscle-molded border and no further 
trimming will be necessary. If, how- 
ever, this is not accomplished, test for 
stability and trim away the compound 
in the areas of interference. 
Pterygomandibular Area—After any 
one of the trays has been placed upon 
the mandible and note has been taken 
of the pterygomandibular area (Fig. 1, 
area 1), the upper posterior border of 
the tray should extend over the pear- 
shaped papillae, retromolar area, di- 
rectly in front of the pterygomandibu- 
lar ligament. The natural activity of the 
ligament should not be arrested. Sore- 
ness will be created if the tissue in this 
area is distorted. The height of the tray 
may be judged by instructing the pa- 


Fig. 5—Adapt the tray to fit the ridge and trim it inside the pencil line. Cut the handle off 


to a half inch in length and bend it upward. 


tient to open the mouth wide. The tray 
should not be displaced if trimmed to 
correct length. The tray should never 
exceed the height of the disto-buccal 
angle, the area shown between areas 1 
and 2 in Fig. 1. 

Retromolar Fossa—The disto-buccal 
flange lies in the retromolar fossa (Fig. 
1, area 2). The tray should rest upon 
and parallel the external oblique ridge 
from the disto-buccal angle to the first 
molar area (Fig. 1, area 3). The disto- 


buccal flange is thin with a round, 
smooth, thick periphery (3 mm.). It 
can lie beneath the buccal fold of the 
masseter muscle in perfect physiologic 
comfort provided it does not distort the 
buccal fold from a straight line; it is 
covered at right angles with the buccal 
fold of the cheek. The disto-buccal 
flange of the denture should lie in com- 
fort under this fold to secure horizontal 
stability (Fig. 1, area 2A). If the buc- 
cal angle flange extends too high in this 


Fig. 6—Cover the tray with a small roll of low softening point compound and press it to 
place on the cast for transfer of the soft lead pencil markings. 
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Fig. 7—Trim off the excess compound to the pencil line. Flame the labial and buccal borders 
and muscle-mold. Flame the lingual border and muscle-mold. The compound tray has its 
periphery laid at the tissue flexion line. 


Fig. 8—For ridges covered with a thin mucous membrane, before applying the impression 
plastic flow a thin film of base-plate wax on the inside of the tray in the anterior and first 
molar areas to act as stops or to raise the tray slightly from the tissues. 


area, it will distort the fold from over- tray by digital examination. Atmos- 
extension, and soreness of the cheek  pheric seal and horizontal stability are 
will result. Determine the height of the both lost if the flange in this area is 


Fig. 9—Owing to anatomic variations the presence or absence of the notch in the mylohyoid 
area often means either success or failure in securing stability. 


trimmed too low. It must occupy the 
retromolar fossa and be in firm contact 
with the external oblique ridge to gain 
maximum stability in a lower denture. 

The Buccal Pouch — The buccal 
pouch, the buccal flange of the tray in 
area 3, is abruptly trimmed to allow 
active flexion of the buccinator muscle. 
The width of the flange in area 3 is con- 
siderably less than the retromolar fossa 
area 2. In area 3 the width is less than 
both areas 2 and 4. The buccal border 
of the tray lying in the buccal pouch is 
determined by pulling the cheek with 
the thumb and fingers. Trim the tray 
until it does not rise when drawing the 
cheek up, in, backward, and forward. 
The denture base receives an atmos- 
pheric seal at the normal tissue flexion 
line in this area. 

Labial Area—Anterior to the first 
molar area the tray has its periphery 
laid at the tissue flexion line, which is 
determined by pulling the corners of 
the mouth and lip up and in with the 
thumb and fingers. Trim the tray until 
it does not rise by the puckering action 
of the obicularis oris muscle, the in- 
ferior levator and frenum labi muscles. 
The denture base should extend labially 
far enough in this area (Fig. 1, area 5) 
to maintain lip contact and a good at- 
mospheric seal. 

Sublingual Area (Anterior) —Areas 
6 and 7, the anterior and middle sub- 
lingual areas represent the major con- 
trol area on the lingual flange. The 
periphery of the tray should extend 
downward as far as possible and still 
give the tongue freedom easily to lick 
the upper lip from corner to corner, and 
reach the roof of the slightly open 
mouth, without displacing the tray. 
When atmospheric seal is accomplished 
in this area a shorter flange, both ver- 
tically and horizontally, is permitted in 
the posterior lingual area (area 8). The 
muscular inactivity in this area affords 
a greater degree of effective peripheral 
seal, whenever the periphery is accur- 
ately molded to the proper level of the 
tissue flexion line. 

Sublingual Area (Posterior) —In the 
posterior sublingual area (area 8) the 
muscles are active and the depth of the 
flange in this area is really governed by 
the depth of the flange in the anterior 
and middle sublingual areas 6 and 7. 
It is important to remember that the 
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deeper the flange in areas 6 and 7, the 
more shallow area 8 may be and vice 
versa. 

The flange in area 8 does not extend 
back into the throat or enter the under- 
cut beneath the mylohyoid ridge, to 
take advantage of mechanical retention 
in that area. The total depth of the 
flange is seldom more than one-fourth 
inch below the mylohyoid ridge and 
generally ends anteriorly to a line 
drawn vertically downward from the 
distal border of area 1. 

When this area is too deep, it inter- 
feres with the indirect upward lift of 
the mylohyoid muscle and a distinct 
notch must be created for its free move- 
ment when the tongue is thrust into the 
cheek. Owing to antomic variations the 
presence or absence of this notch often 
means either success of failure in se- 
curing stability. The depth of the notch 
is determined by instructing the patient 
to place the tongue in the opposite 
cheek, then press on the handle of the 
tray without the tray rising. To deter- 
mine the length of the tray instruct the 
patient to thrust the tongue out of the 
mouth without displacing it. When the 
posterior lingual flange of the denture 
is over-extended, it will interfere with 
free movement of the tongue in speech 
and swallowing, causing intolerable 
soreness of the mylohyoid muscle and 
the displacement of the denture. The 
muscles are active in this area and there 
should be no displacement of the tis- 
sues. 

The tray is properly trimmed when 
it has horizontal stability and is not 
displaced by any lip, cheek, or tongue 
movements when held down with light 
pressure. 

Taking the Impression—The final 
step in the mandibular impression is 
taken with either Jelenko’s adaptol 
Kerr’s impression wax, or any impres- 
sion material that will remain moldable 
at mouth temperature and still offer a 
slight resistance to the tissues. 

1. Dry the inside of the tray with 
hot air and flow a thin film of the adap- 
tol or wax on the entire inside surface 
of the tray, 2 mm. thick, then over the 
border of the tray to the outside sur- 
face of the periphery to about 3 mm. 
in thickness. If the ridge is sharp or 
bony and covered with a thin mucous 
membrane, flow a thin film of hard 


Fig. 10—-When atmospheric seal is accomplished by extending the periphery into the middle 
sublingual area, a shorter flange is permitted in the posterior lingual area. 


Fig. 11—The depth of the flange in the posterior lingual area is really governed by the depth 
in the anterior and middle sublingual area and vice versa. 


base-plate wax on the inside of the tray __ tissues slightly. The impression mate- 
in the first molar and incisor areas. This __ rial may then be applied. 
will serve to raise the tray from off the 2. Dip the tray in and out of warm 


Fig. 12—When the depth of the flange is shallow in the anterior lingual area it is often nec- 
essary to extend the lingual flange into both the middle and posterior sublingual areas to 
secure peripheral seal. 
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1. FAILURE to recognize bi- 
ologic factors: diabetes, ane- 
mia, syphilis, sclerosis of the 
liver. 

2. FAILURE to ask the pa- 
tient what he expects of den- 
tures; FAILURE to enlighten 
him on the subject. 


3. FAILURE to secure a 


good preliminary impression 
by improper fit of the tray and 
not partly muscle-molding the 
compound. 

4, FAILURE to remove all 
undercuts and to relieve over 
the crest of the ridge. : 

5. FAILURE to have the 
base-plate tray not less than 13 
gauge thick (Ackerman’s or 
S. S. White’s special) . 

6. FAILURE to trim or 
muscle-mold the tray properly 
in the mouth. 

7. FAILURE to have suffi- 
cient extension up the face of 
the rami (Fig. 1, area 1). 

8. FAILURE to extend and 
parallel the external oblique 
ridge (areas 2 and 3). 

9. FAILURE to trim the 
tray abruptly for flexion of the 
buccinator muscle (area 3). 

10. FAILURE to have the 
buccal border of the tray lie in 
the buccal pouch (area 4). 

11. FAILURE to have the 
tray with its periphery laid 
free from puckering action of 
the lips (area 5). 

12. FAILURE to have the 


FAILURES 


periphery of the tray extend 
downward as far as possible in 
areas 6 and 7. 

13. FAILURE to give the 
tongue freedom of movement 
without displacing the tray in 
areas 6 and 7. 

14. FAILURE to extend the 
flange downward in posterior 
sublingual area (8), if it is 
possible to extend it in ante- 
rior and mid-sublingual areas 
(areas 6 and 7). 

15. FAILURE to trim the 
tray until it has horizontal sta- 
bility and is not displaced by 
any lip, cheek, or tongue move- 
ments when held down with 
light pressure. 

16. FAILURE to provide a 
notch in the tray for free move- 
ment of the mylohyoid muscle 
in area 8. 

17. FAILURE to have the 
plastic of the proper consist- 
ency before attempting to take 
the impression. 

18. FAILURE to secure 
firm contact with peripheral 
tissues at flexion line. 

19. FAILURE to relieve 
over-extended areas in the im- 
pression and FAILURE to add 
plastic in soft tissue areas or 
areas of insufficient extension. 

20. FAILURE to relieve the 
impression over sharp ridges 
and hard areas (mylohyoid). 

21. FAILURE to seat the 


impression properly, when the 


compound or plastic is soft or 
when relieving over-hard tis- 
sue area. 

22. FAILURE to hold the 
impression firmly to place 
while the patient is registering 
muscle and mucosa flexion 
movements, and to prevent the 
impression from sliding for- 
ward when the mandibular 
ridge is curved upward in the 
molar region. 

23. FAILURE to remove 
surgically flabby tissues which 
impare stability. The impres- 
sion should show a fair muscle- 
molded peripheral border with 
horizontal stability and _pe- 
ripheral seal without tissue 
displacement beyond physio- 
logic endurance. 

24. FAILURE may occur 
with patients having rami 
more obtuse than 80 degrees, 
flabby muscles, a short frenum 
linguae; who are tongue-tied, 
have loosely attached mem- 
branes with low tissue tone or 
have a tongue that is long 
and thin or short, falling 
back into the mouth when op- 
ened. With some of these con- 
ditions, or when the ridge is 
greatly resorbed it may be nec- 
essary to extend the buccal and 
lingual borders of the impres- 
sion on to the reflected mucosa 
of the cheek and on to the floor 
of the mouth in area 7, to se- 
cure added peripheral seal. 


water of about 100° F. and press it to 
place upon the mandible. With the 
fingers on the tray and the thumbs un- 
der the chin in the bicuspid and molar 
area, press it gently to the mandible 
with an agitative motion. Instruct the 
patient to raise the tongue while doing 
this; hold the tray to place while the 
patient registers muscle imprint on the 
lingual border by first placing the 
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tongue to the roof of the mouth and out, 
then first in one cheek and then in the 
other. 

3. The posterior sublingual border, 
area 8, is muscle-molded by the patient 
projecting the tongue from the mouth 
as far as possible. The middle sublin- 
gual border in the molar and bicuspid 
areas (7 and 8) is muscle-molded by 
having the patient raise the tongue to 


its extreme height, with the mouth open, 
then attempting to feel the buccal bor- 
ders of the impression with the tip of 
the tongue. The anterior sublingual bor- 
der in the incisal area (number 6) is 
muscle-molded by having the tongue 
thrust upward, outward, and into each 
corner of the mouth, then lick the up- 


per lip. Instruct the patient to place the 


tip of the tongue against the handle of 
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Fig. 13—When the ridge is greatly absorbed, it may be necessary to extend the buccal and 


lingual borders on to the reflected mucosa of the cheeks and on to the floor of the mouth to 


secure added peripheral seal. 


Fig. 14—Impression with buccal and lingual borders extended on to reflected mucosa and 


floor of the mouth. 


the tray and press gently but steadily 
for 10 or 15 seconds. This tongue ac- 
tion causes muscle and mucosa flexion 
in the mylohyoid area and will press 
the impression material against the lin- 
gual side of the mandible. 

4. Muscle-mold the peripheral bor- 
der in the retromolar fossa area (areas 
2 and 3) and the buccal pouch (3 and 
4) by instructing the patient to open 


the mouth wide and attempt to laugh, 
then pucker the lips as if to whistle or 
say “oo” with the mouth open as wide 
as possible. 

5. It is important to hold the tray 
firmly to place with the fingers on the 
tray in the mouth and the thumbs under 
the chin while the patient is registering 
all these exaggerated muscle-molding 
movements. | 


6. If the muscle attachment is prom- 
inent, mold the peripheral border, areas 
2 and 3, by pulling the cheek up and in 
with the thumb and fingers. The pe- 
ripheral border, numbers 3 and 4, is 
muscle-molded by drawing the cheek 
up, in, backward, and forward, then the 
patient is instructed to open the mouth 
wide. Press the cheeks in at both sides 
with the fingers. Muscle-mold the labial 
border, area 4, by drawing the lip up, 
in, backward, and forward gently. 

7. Muscle-mold the pterygomandi- 
bular border or the heels of the impres- 
sion (area 2) by holding the impres- 
sion in place and instructing the patient 
to open wide; then move the mandible 
from side to side as in lateral motion. 
Remove the impression carefully; chill 
thoroughly, and trim off any excess 
plastic material. Chill again. Reinsert it 
in the mouth and test for stability with 
the tongue in each position: high, low, 
medium, and with all exaggerated 
movements of the lips and cheeks. 
Watch the seal in the anterior labial 
and lingual areas, and the lingual bicus- 
pid and first molar area—the latter two, 


areas 6 and 7, being the lower post-dam 


area. 

8. Relieve all hard tissue areas by 
heating the plastic over the area with 
a hot spatula. Insert and press the im- 
pression firmly to the mandible over 
the hard area. This applies especially 
to the mylohyoid ridge, area 8, which 
should be over-relieved to prevent sore- 
ness. 

9. If stability is lost or if the impres- 
sion is displaced, correct the border 
where the leak occurs by tracing on 
more plastic material and muscle-mold 
that area again. If there is over-exten- 
sion or pressure spots, however, trim 
down the tray where the adaptol or im- 
pression wax is thin. Replace the plastic 
with a hot spatula and while soft, in- 
sert and repeat the molding movements 
for that area. 

Examine the impression carefully. It 
should have a thin layer of plastic cov- 
ering the entire surface of the tray with 
smooth, round peripheral borders about 
3 mm. thick, with no area of the tray 
exposed through the plastic material. 

10. Make a cast of stone and pre- 
serve all contour of the muscle-molded 
periphery. 

Medical Arts Building, Toronto, 5. 
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Extra-Oral Roentgenography of the Mandible 


MATTHEW LOZIER, B.S., D.D.S., New York City 


Particular Uses for Extra-Oral 
Roentgenography 


IN THE EXAMINATION OF the mandible, 
the aid of extra-oral roentgenograms is 
especially valuable (1) in cases of dental 
and oral pathosis, when complete or 
almost complete trismus is present; (2) 
for examination of an extended infec- 
tion in the retromolar region; (3) for 
examination of large areas suggesting 
pathosis in or about the mandible; (4) 
for diagnosis and treatment of jaw 
fractures; (5) for examination of the 
relationship of the impacted mandibu- 
lar third molar (when in horizontal or 
disto-angular position), with the re- 
mainder of the body and ramus of the 
mandible and with the mandibular 
canal; and finally, an important func- 
tion (6) for roentgenographic exami- 
nation of young children when the in- 
tra-oral approach is not possible. 


Applied Principles 


A well known principle in intra-oral 
roentgenography is equally essential in 
extra-oral roentgenography. This is the 
rule for calculating the proper vertico- 
horizontal angulation through the di- 
rection of the central ray at right angles 
to the imaginary line bisecting the angle 
formed by the plane of the area under 
examination and the plane of the film. 
Failure to comply with this principle 
explains most of the distortions fre- 
quently observed. In intra-oral roent- 
genography, the two planes forming the 
so-called angle, the plane of the film 
and the plane of the area under exam- 
ination, are necessarily fixed; whereas 
the plane (path) of the central ray 
aimed at the imaginary line bisecting 
the angle is movable or variable inas- 
much as it is set each time according to 
the needs of the individual case. 

In the technique to be described here, 
however, as applied to extra-oral roent- 
genography of the mandible, this con- 
dition does not exist in the same order. 
Here, the plane (path) of the central 
ray is fixed. This is true because in or- 
der to be transmitted only through the 
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DIGEST 


The modern practice of 
dentistry makes the em- 
ployment of extra-oral 
roentgenography almost 
compulsory, particularly 
for diagnosis and treat- 
ment of conditions that 
cannot be fully determin- 
ed through clinical means 
alone even when sup- 
plemented by intra-oral 
roentgenograms. For that 
reason a tried and proved 
technique as well as help- 
ful suggestions for extra- 
oral roentgenography are 
offered here. 


tissues under examination, the ray must 
always be aimed in the same direc- 
tion under the angle of the mandible of 
the opposite side, at about 5 degrees 
below horizontal, and toward the last 


lower molar of the side to be roentgen- 
rayed (Fig. 1, A). 

The plane of the mandible under ex- 
amination (Fig. 1, B), the plane form- 
ing one of the sides of the so-called 
angle, is also more or less fixed here, in- 
asmuch as it must always be inclined as 
much as the patient’s neck will permit, 
in the direction of the side under exam- 
ination. (In other words, the plane must 
be inclined to the right, when the right 
mandible is being roentgen-rayed and 
vice versa.) This inclination is also 
necessary in order to prevent any possi- 
ble overlapping of the opposite side of 
the mandible upon the side under ex- 
amination. The patient’s body is to re- 
main at all times perfectly erect. 

Finally, reference is made to the film 
plane (Fig. 1, C) which forms the other 
side of the so-called angle and which, 
incidentally, because it can be shifted 
about, is the primary factor in control- 
ling the location of the imaginary line 
(Fig. 1, D). To position it properly, the 
film plane must be inclined away from 
the mandible, as indicated in Fig. 1. 
This contracted distance of the film 
from the mandible will be in no way det- 
rimental to the resulting image. 


Fig. 1—Ciezynski’s rule. A, Direct central ray to imaginary line (D), bisecting angle formed 
between plane of film (C) and plane of area under examination (B). 
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Distance 


Establishment of proper distance re- 
lation of the corresponding cheek and 
nose to the plane of the film is essential. 
For examination of the ramus and the 
lower molars, there should be a distance 
of about 11% inches between the side bf 
the nose and the film. For examination 
of the lower bicuspids and cuspid, the 
nose should be in close contact with the 
film. Once the angles of incidence and 
the position of the film are established 
and set, they should not be changed. 


Mandibular Stabilization and 
Occlusal Display 


The stabilization of the mandible and 
the clear display of the occlusal surfaces 
of the teeth under examination are im- 
portant. This can be readily accom- 
plished by interposing a bite-block be- 
tween the teeth of the opposite side of 
the mandible. 

For more accurate anatomic display 
of the tissues, alignment of the plane of 
the cusps of the molars and bicuspids of 
the side under examination with the 
plane of the floor is suggested. For bet- 
ter general perspective, an 18 inch tar- 
get-film distance is advisable. 


Point of Incidence 


The exact location of the point of 
incidence, under the angle of the man- 
dible (Fig. 1, E) should be definitely 
determined first by palpation, and then 
by a pencil marking the spot. 


Positioning of Film-Holder, Film, 
and Film-Board 


The film-holder or cassette is to be 
maintained by steady support of the 
film-board (Fig. 1, F) in the patient’s 
hand. The film, when the 5 by 7 film is 
used, is preferably placed with its longer 
surface parallel to the plane of the floor. 
The film-board is to be positioned about 
one-half inch below the lower border of 
the mandible under examination (Fig. 
1, G), and is to be maintained parallel 
with the plane of the floor. 


Use of No-Screen Film 


The so-called no-screen film allows 
for better definition, clarity, and con- 
trast, without unduly lengthening the 
exposure time. The average of 30 milli- 
ampere seconds’ exposure is adequate 
here. With the employment of this type 
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Fig. 2—Lozier’s technique for lateral jaw roentgenography. A, 
Direct central ray to imaginary line (D), bisecting angle formed 
between plane of film (C) and plane of area under examination 

¥ (B); F, film-board, which is positioned about half an inch below 
lower border of mandible under examination; E, place of insertion 
of central ray, under and immediately in front of the mandible: 
G, place on the neck where film-board rests. 


film, only the ordinary film-holder, one 
without illuminating screens, should be 
used. To prevent marring the film and 
to add protection against light, the film 
may be loaded with the black paper 
found originally folded around it. 
Developing—F or better results, the 
developing of the no-screen film is to be 


carried out only by the timing method. 
The developing time with the regular 
x-ray developer is eight minutes at 65° 
F., and six minutes with the Kodalk x- 
ray developer. A slightly higher tem- 
perature of the developer requires a pro- 
portionally shorter developing time. 
(Continued on page 550) 


Fig. 3—Extra-oral roentgenogram. 
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Relationship of Overclosure of Mandible 
to Ear Pains While Flying 


GLENN E. WILLHELMY, D.D.S., Kansas City, Missouri 


DIGEST 


changes on pilots’ ears in 
rapid descent is ex- 
plained. 

A report is made of a 
typical case of ear symp- 
toms from overclosure of | 
the mandible and the suc- 
cessful treatment that was 
instituted. 


The effect of pressure 


DivE BomBER, a two word description 
of Hell! Although originated by the 
United States Navy several years ago, 
the Nazis have made “dive bomber” a 
household phrase the world over. Even 
the movies in a recent picture have 
shown the public some of the physical 
discomfort pilots suffer as a result of 
this type of flying. Medical research in 
this field has been carried on extensive- 
ly during the last twenty years. A great 
deal of study has been given the effects 
of decreased oxygen and atmospheric 
pressure. As the working ceiling of air- 
craft has gone higher, this field has be- 
come increasingly important. I’ have 
pointed out the relationship of over- 
closure of the mandible to stenosis of 
the eustachian tubes during rapid 
changes of altitude. There has been 
little published on this subject outside 
of military journals. 

To understand this subject it is nec- 
essary to know something about atmos- 
pheric pressures. At sea level there is a 
pressure of about 15 pounds per square 
inch and at 17,000 feet, this pressure 
drops to 7 pounds. Naturally the avail- 
able oxygen also decreases in like ra- 


1Willhelmy, G. E.: Ear Symptoms Incidental to Sud- 
den Altitude Changes, and the Factor of Overclosure of 
the Mandible, U. S. Naval Med. Bul. 34:533 (October) 
1936. 


The Dental Digest 


tios; however, for this article, we are 
concerned only with pressure. 


Effect of Pressure Changes on 
Pilots’ Ears 


With the realization that atmos- 
pheric pressure decreases with altitude, 
it can be readily seen that as the pilot 
ascends, he must adjust his body func- 
tions to this decreased pressure. Inas- 
much as the ascent is, in most cases, 
slower than the descent, this is rather 
easily done. Insofar as the ears are con- 
cerned, it is easier for another reason: 
Air will come out of the middle ear 
through the eustachian tube easier than 
it will enter it; therefore, the descent is 
more important from a pressure stand- 
point. 

In a dive of moderate speed the pres- 
sure will increase 6 pounds in about 


one minute, and at present day terminal 
velocity, it requires even less time. This 
rapid increase in pressure puts a heavy 
load on the eustachian tube. Unless the 
eustachian tubes function perfectly, 
disturbances will result. 

Doctor Costen? has pointed out that 
patients whose eustachian tubes do not 
function complain of (1) a stopping or 
stuffy sensation in the ears; (2) tinni- 
tus, usually a low buzz in type; (3) a 
snapping sensation while chewing; (4) 
pain in and about the ears, and (5), 
most important to flying, dizziness 
which may be mild or of prostrating 
severity. Overclosure of the mandible is 
not the only cause for eustachian tube 


2Costen, J. B.: A Syndrome of Ear and Sinus Symptoms 
Dependent upon Disturbed Function of the Temporo- 
mandibular Joint, Ann. Otol. Rhinol. & Laryng. 43:1 
(March) 1934. 


Pterygoid mm. and spheno- 
mandibular lig. relaxed 
|in normat closure of the| 
mandible. 


Muscles and ligaments 
oreatly relaxed by marked 
overclosure of the mandible. 


Fig. 1 
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failure but out of a large group of pilots 
examined? 6.1 per cent were found to 
come under this heading. For the sake 
of clarity in this article, all other causes 
will be ruled out and only overclosure 
of the mandible will be considered as 


the causative factor. 


Report of Typical Case 


A veteran pilot who had just landed 
after a test hop was observed as he 
walked to the hanger holding his nose 
and blowing. This is the method used 
by pilots to ventilate the middle ear and 
relieve the pain. The pilot noticed that 
his ears were bothering him more and 
more and his difficulty in “clearing” 
them was increasing. He knew that af- 
ter hard dives, it takes four or five 
hours before the stuffiness leaves and 
the ears feel normal again. He had had 
a little touch of vertigo a time or two 
but attributed it to “something I ate.” 
The pilot had an appointment with the 
flight surgeon for his regular physical 
examination and went direct from the 
field to the surgeon’s office. 

Examination—The pilot’s hearing 
was found to be falling off when check- 
ed, although nothing organically wrong 
was found to account for the loss of 
hearing. No mention was made by the 
pilot of the stuffiness in his ears or of 
the vertigo. Oral examination showed 
a deep overbite, however, so the pilot 
was sent to the dentist. 

Treatment—‘Skids” or “splints” 
were made for the pilot’s teeth and he 
was asked to fly with them for a few 
days and then return at once to the 
flight surgeon to have his eustachian 
tubes opened by means of a nasal cathe- 
ter and compressed air—this, to insure 
an open passage to the middle ear. 
After a few days of flying, the pilot re- 
turned to the dentist’s office and re- 
ported that pain from rapid loss of al- 
titude was gone and that he was able 
to “clear” his ears simply by swallow- 
ing; his hearing had returned to nor- 
mal; the four or five hour period of 
stuffiness had disappeared. The vertigo 
(which was caused by “something he 
ate”) had not recurred. 

With this report the “skids” were re- 
moved from the pilot’s teeth and his 
vertical dimension was increased by us- 
ing onlays on the teeth. 


3Lowry, R. A.: Loss of Intermaxillary Distance, U. S. 
Neval Med. Bul. 37:367 (July) 1939. 
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Comments 

The technical procedure is purposely 
omitted here. There are many excellent 
methods of opening a bite and any 
technique is open to controversy. There 
is, however, one method I would beg 
dentists not to use; that is a removable 
appliance when it is possible to use 
fixed restorations. Removable appli- 
ances for permanent bite-raisers are 
dangerous from a dental point of view. 
It is impossible for the patient to keep 
them sufficiently clean to prevent de- 
calification of the occlusal surfaces of 
the teeth so covered. Unhappily I have 
had to rebuild many mouths wherein 


removable appliances had been worn. 
The dentist who takes an impression of 
a mouth and has the laboratory make a 
removable appliance, when it is possi- 
ble to use either inlays or fixed bridge- 
work, is unfair to his patient and guilty 
of negligence. In cases wherein remov- 
able appliances are absolutely neces- 
sary because of loss of posterior teeth, 
either unilaterally or bilaterally, and 
when it is necessary to cover the occlu- 
sal of some teeth, the patient should be 
informed of the danger of decalcifica- 
tion of those teeth. 


621 Professional Building. 


December, 1941 


' 
SS 
N@ SSN RS 
\ | 
GRY 
Fig. 2 | 
K 
Ly 
\ V4, Y 
Yf \\ 
545 


Split Ring Technique for 


Anterior Plastic Jacket Crowns 


E. B. HINSHAW, D.D.S., Marysville, Kansas 


DIGEST 


The use of a split ring con- 
sisting of a base with a 
well in the center for in- 
vesting the model is sug- 
gested for anterior plastic 
jacket crowns. Dovetails 
in the rings slide into the 
groove of the base. The ad- 
vantage of this method is 
that the entire surface of 
the crown can be seen 
while the crown is being 
made and minor changes 
seen to be necessary may 
be made in the same mold. 


THE SPLIT RING equipment (Fig. 1) 
consists of the base with a well in the 
center for investing the model. It also 
has dovetail grooves on each side of the 
well. Each half of the ring has a dove- 
tail which slides into the groove of the 
base, so that when in place the line of 
cleavage is directly through the center 
of the well. 


Technique 


1. The model is run up in kryptex in 
preference to stone, because stone is 
easily mutilated in removing the finish- 
ed crown from the stone model. 

2. The model is tin-foiled with .001 
foil. The tin foil should extend 2 mm. 
or 3 mm. below the shoulder, so that it 
may be engaged by plaster when it is 
invested in the base and will not be dis- 
turbed when the halves of the ring are 
separated. 

3. The tin foil is easily adapted to the 
model by forcing the model covered 
with tin foil into the end of a cotton roll. 

4. The model is waxed in the usual 
manner and is then ready to be invested 
in the base. 
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5. One half of the ring is slid into 
place and a piece of silk floss is tied 
around this half of the ring at about the 
height that the wax model will be in the 
base. This is to be a guide in investing 
the model. 

6. The wax model is invested with 
the incisal edge directly under and par- 
allel to the floss. The plaster is brought 
up around the exposed tin foil within 
1 mm. of the wax. A distinct shoulder is 
made on the outside of the supporting 
investment (Fig. 2). The shoulder is 
important as it prevents any lateral play 
at the line of cleavage. The plaster is 
smoothed and a separator is applied. 

7. A piece of base-plate wax is pre- 
pared to close the open part of the ring 
while being filled with plaster, by cut- 
ting out an approximate outline of the 
supporting investment and waxed 
model. 

8. The half of the ring is now put in 


place; the base-plate wax is placed 
against this half of the ring with part 
of the wax model and investment left 
exposed; the other half of the ring is 
brought up against the wax to hold the 
wax in place while it is being filled. 

9. As soon as the base-plate wax can 
be removed without disturbing the plas- 
ter, any excess that may have flowed 
past the wax on the model or supporting 
investment is trimmed away even with 
the surrounding plane. The separator is 
applied to this half of the ring and the 
other half is put in place and filled. 

10. The ring is heated, separated, 
and the wax thoroughly removed from 
the mold. The edge of the mold in each 


half of the ring is relieved of sharp edges 


and undercuts, so that when the crown 
is finally processed, it will be easily 


separated from each half without break- © 


ing the model. 
11. The lingual half of the ring is 


Fig. 1—Split ring equipment consisting of a base (center), with a well in the center for 
investing model and dovetail grooves on each side of well. Ring is halved and each half has 
a dovetail which slides into groove. Clamp is used to close rings. 


Fig. 2—Supporting investment showing shoulder in separated halves of ring and wax model 


in base. 
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Foil 


Wax 


Fig. 3—Wax jacket and split ring. 


Tin Foil 
Kryptex Model 
Plaster 


Cellophane 
Tin Foil 


brought partly to place and a piece of 
wet cellophane is put on the surface. 
The plastic, having been prepared, is 
now packed on the lingual side, and 
this half of the ring is brought up as far 
as possible by hand pressure. Plastic is 
placed on the labial side and a piece of 
wet cellophane is placed on this half and 
brought forward as far as possible with 
hand pressure. 

12. The clamp is applied and the ring 


Fig. 4—Cross section showing relationships of materials. 


closed within a half millimeter. The ring 
is heated for 45 seconds, then chilled 
and opened. 

13. If the cellophane comes away 
clean, it may be removed and the excess 
trimmed away with a fine pair of cuticle 
shears. If the cellophane does not come 
away clean, it should be heated longer. 

14. The cellophane is applied to the 
two halves again with the rings com- 
pletely closed with the clamp. 


Base-Plate Wax _ 


Wax Jacket 


Fig. 5—Split ring with wax model partly invested. 


Fig. 6—Cross section showing relationships of 
materials and parts after ring is assembled. 


= Cellophar 


_ 15. The procedure may be followed 
as many times as desired in adding ma- 
terial and shading. 

16. After the proper shade has been 
obtained, the crown is processed with 
the two layers of cellophane in place. 

17. Upon being processed the ring is 
chilled and separated (Fig. 2). 

18. The excess is ground away with 
the tin foil being exposed at the base. 

(Continued on page 550) 
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IN COMMON WITH other glandular tissues the parotid 
gland is subject to infections and neoplasms. Infec- 
tions in the gland, according to A. C. Furstenberg,’ 
Dean of the University of Michigan School of Medi- 
cine, derive from three important sources: (1) the 
parotid abscess resulting from foreign bodies in the 
duct, particularly deposits of salivary calculus; (2) 
infections of the gland that occur as a complication to 
abdominal operations; (3) inflammatory diseases 
extending by continuity. 

Sialolithiasis’ or salivary calculus develops in men 
twice as frequently as in women. Although the sub- 
maxillary gland is usually the site of the condition, 
the parotid gland is often involved. The salivary cal- 
culus found within the substance of the gland or along 
the duct is usually of the same chemical composition 
as the salivary calculus deposited upon the teeth. 
Salivary calculus deposited from the saliva and 
lodged upon the teeth sets up a mechanical irritation, 
inflammation results, and frequently there is super- 
imposed upon the area of inflammation an infection. 
The same thing may develop when the calculus is 
within the gland or along the duct. In such a situation 
the parotid abscess develops. 

Occasionally calculary stones obstruct the lumen 
of the duct with the development of obstruction symp- 
toms, usually accompanied by sudden, sharp, colicky 
pain and swelling of the gland. Relief is usually ex- 
perienced as soon as the calcular pebble is passed or 
changes its position to relieve the obstruction. In 
certain cases, however, the obstruction is so com- 
plete that surgery is indicated. 

Furstenberg prefers the method wherein local an- 
esthesia is used, with injection in the papilla of the 
cheek which identifies the orifice of Stensen’s duct. 
The duct is probed and when the position of the calcu- 
lus is located, the duct is slit open and the calculus re- 
moved. 

Furstenberg warns particularly that this surgical 
intervention should be followed only in periods of 


1Furstenberg, A. C.: The Parotid Gland: Its Common Disorders, J. A. M. A. 117:1594 
(November 8) 194]. 


*Cecil, R. L.: A Textbook of Medicine, Fourth Edition, Philadelphia, W. B. Saunders 
Company, 1938, page 678. 
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quiescence, and not during an acute exacerbation. 

The parotid inflammation associated with abdomi- 
nal and pelvic surgery is considered to be a dehydra- 
tion syndrome. In the days before modern surgical 
procedures when patients were allowed to become de- 
hydrated because of inability to take fluid by mouth 
or because they lost copious amounts of body fluid by 
vomiting, bleeding or discharges from wounds, the 
dehydration syndrome was a common one. Now with 


the insistence on massive fluid intake by hypoder- 


moclysis and intravenous injection as a routine pro- 
cedure following surgery, there should be few cases 
of the dehydration condition associated with the paro- 
tid gland. Furstenberg explains this phenomenon as 
follows: “... it is quite conceivable that the dry gland 
devoid of a protective flow or secretion may become 
infected by retrograde extension of mouth flora 
through the duct, particularly in persons with poor 
dental hygiene and septic oral cavities .. . ” 

Furstenberg also points out the possibilities of 
traumatization of the parotid gland by excessive pres- 
sure of the anesthetist’s fingers during general anes- 
thesia. Parenthetically, another form of traumatiza- 
tion should be kept in mind by all general anesthe- 
tists; namely, the possibility of undue pressure on the 
carotid sinus with its attending dangers. Some sur- 
geons are of the opinion that so-called anesthetic 
deaths may actually have their origin in the pressure 
exerted on the acutely sensitive carotid sinus in the 
neck, 

Tumors involving the salivary gland are frequently 
highly malignant. Any tumor involving the salivary 
gland should be regarded with gravity. The inci- 
dence of highly malignant neoplasms in the gland 
should suggest to dentists that the first sign of pro- 
gressive salivary gland swelling observed by them 
should be regarded with suspicion and their patients 
immediately referred for surgical consultation. This 
dictum is a part of the repeated theme on this page: 
Dentists have the opportunity to be an important first 
line of defense against general disease as well as local 
disease. The dentist who does the best job sees the pa- 
tient as a total entity. 
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Retention Forms for Gingival Inlays 


F. C. RUNGE, D. D. S., Houghton, Michigan 


INLAYS MAY BE successfully inserted by 
the technique herein outlined with less 
injury to the soft tissues than will result 
from the malleted restoration tech- 
nique. The alternative employment of 
silicates, entailing the use of the dam, 
produces the same gum injuries inci- 
dent to affixing the clamp, trimming 
and polishing, which makes the mallet- 
ed restoration less desirable. The dif_- 
culties incident to the correct prepara- 
tion of the cavity and setting of the in- 
lay are fewer than in the malleted 
restoration, and the patient’s discom- 
fort is minimized. 


Technique 


1. Outline the area to be cut away, 
and remove all decalcified enamel and 
dentine. These areas usually extend be- 
low the free margin of the gums, and 
here the first precaution against gum 
injury must be taken. Enough retention 
form must be obtained to hold a plug of 
white base-plate gutta-percha, which, 
crowded against the gum tissue, will 
press it back to afford a clear field for 
operation at the next sitting, and pre- 
vent injury to that tissue. 

2. At the second sitting the final mar- 
ginal detail may be effected, a moderate 
bevel of the enamel margins establish- 
ed, and a flat base provided. 

3. Definite seating and maximum 
frictional resistance to displacement 
must now be insured. With a round 
number 1% bur, two pits are cut to a 
depth judged proper for their purpose: 
2 mm. are generally ample. This is fol- 
lowed with a number 700 tapered 
cross-cut fissure bur, parallelism, which 
is essential, being maintained. These 
pits are placed near the ends of the 
cavity with the objective of avoiding 
proximity to the pulp. Cutting can best 
be done in most instances with the bur 
held in the angle handpiece. 

4. The pits can be made smooth by 
the use of a plain tapered fissure bur of 
corresponding size; size number 701 
is sometimes indicated. The tapered bur 
cuts the ideal preparation and reduces 


The basic principle of 
frictional resistance gov- 
erns retention, and too 
much dependence on ce- 
ment is not good mechan- 
ics. Cement fits into the 
picture in the same man- 
ner as glue does in wood- 
working, and in the latter, 
absolute approximation 
of the surfaces to be join- 
ed is considered essential. 

Cement granules fill 
the minute inequalities of 
the tooth and metal sur- 
faces, and constitute the 
final frictional resistance ; 
but without depth, gin- 
gival margin cavities are 
likely to create unseating 
problems. 

Particularly in_ that 
type of cavity in which 
there is an absence of 
deep caries (and such 
cavities embrace eroded 
surfaces and those having 
the characteristic white 
decalcification), preven- 
tive cutting is required. 
The method of anchorage 
described saves deep cut- 
ting, prevents tissue in- 
jury, and reduces patient 
discomfort. 


the likelihood of leaving the wax in the 
pits. 

5. With’a number 3 round bur, cut a 
definite counter-sink over each pit; 
this will further insure the removal of 
the pattern without breakage. To take 
the impression, make a suitably shaped 


plug of Kerr’s regular inlay wax, heat 
to flowing the end, and force into the 
cavity. The cavity should be free of 
debris, but not dry. Press firmly with 
the finger to fill the cavity and cover 
the adjacent tooth surface. Do not chill. 
(The wax should never actually be 
chilled as dimensional changes are cer- 
tain to follow.) Hold for two minutes 
and release. The wax will be found suf- 
ficiently hard. 

6. Any preferred means of removal 


_may be used—a heated sprue wire is 


probably best, provided one is care- 
ful to withdraw in a straight line to pre- 
vent distortion. 

7. Upon withdrawal of the wax im- 
pression, or pattern, if the direct 
method is used, ascertain its condition. 
If all details are sharp and clear, and 
the pins are as long as the pits are deep, 
wash with clear water of body tempera- 
ture. A spray bottle with good air pres- 
sure behind it is best. Absorb the mois- 
ture and dry all surfaces perfectly with 
a chip blower. Be sure of absolute 
dryness. 

8. With a small camel’s hair brush 
burnish the wax with fine graphite un- 
til the surface shines. This will assist the 
flow of the investment and produce a 
smooth casting surface. 

9. Proceed immediately to pour or 
invest to avert dimensional change, us- 
ing 9 drops of water from an eye drop- 
per to one-fourth a teaspoonful of Ran- 
som & Randolph grey investment, mix- 
ing with a spatula on a glass slab in such 
a manner as to eliminate air bubbles. 
Allow 20 minutes for setting. 

10. To protect the fingers, put the 
case in a fine mesh tea strainer having a 
handle and pour boiling water over it; 
wash the wax from the model. Burnish 
the model with graphite. 

11. If the direct method is used, in- 
vest in a heavy mix of grey investment 
as directed on the can for a single in- 
vestment with maximum expansion, in 
a ring lined with not less than two 
thicknesses of asbestos paper, the mix 
being freed from air bubbles and al- 
ways vibrated to place. 
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Fig. 1—Diagrammatic representation 
of tapered pin holes, counter-sinking, 
and relative position of pin holes. 


For the indirect method, after the 
model has dried, without heat, flow wax 
to fill the cavity, sprue and invest as for 
the direct method. 

12. For casting, a cherry red heat 
is required, and this is best obtained in 
an electric oven. Preheat the gold, put 
the flask in the machine and cast as 
quickly as possible. Allow to cool. 

13. Remove the casting from the flask 
and clean. Immerse in hydrofluoric 
acid to insure absolute removal of silica. 

14. Test for fit. Be sure to leave 


enough of the sprue to facilitate handl- 
ing, as snug fits make this necessary, 
and margins may be marred in teasing 
the casting from the cavity. Leave the 
sprue on until all marginal trimming 
and burnishing are accomplished. 

15. Finally remove the sprue and 
complete the polishing of the inlay. 


Suggestions 


This technique as described applies 
to most of the anterior and bicuspid 
teeth, but molar buccal and lingual sur- 
faces will often require the use of a 
metal tray. Using unannealed copper 
of at least 30 gauge thickness, cut a tray 
to fit the requirements of the case, and 
fit carefully. Sticky wax applied to the 
surface carrying the wax will hold the 
inlay wax nicely and prevent separation 
from the metal. 

Always set the inlay as soon after the 
cavity has been prepared as possible. 

To prevent undue sensitiveness, flood 
the cavity with phenol after the first 
exposure of the dentine, and place a 
gutta-percha plug between sittings. 


Fig. 2—Gingival margin cavity, with 
flat base and moderate marginal 
bevel, showing location of pin holes. 


The use of varnishes is contra-indi- 
cated. 

If any difficulty is experienced in get- 
ting the wax to fill the pin holes com- 
pletely, heat a tapered root canal plug- 
ger and with it flow the wax to the bot- 
tom of the recesses. The pattern should 


be held firmly while doing this. 
Hall Building. 


Extra-Oral Roentgenography of the Mandible 


Fixing—Although the film will ap- 
pear extremely dark when removed 
from the developer, no particular notice 
of this need be taken. After the film has 
been rinsed in cold running water for 
not less than 15 seconds and then fixed 
for ten minutes, the superior quality of 
the resulting image will be readily in 
evidence. The film may be removed 
from the fixing solution within 1] or 2 
minutes after its immersion for imme- 
diate examination and study, but to as- 
sure complete fixation and hardening of 


(Continued from page 543) 


the emulsion, it should be replaced for 
another ten minutes, but never longer, 
and then washed in clean, running cold 
water for not less than 40 minutes. 
Removal of Foreign Particles from 
Film—Not infrequently, after the film 
has been washed, certain impure or 
gritty spots will be noticed adhering to 
the wet surface. If the film is allowed 
to dry in this condition, it may be decid- 
edly marred. It is important, therefore, 
to remove all this foreign matter, which 
can be done by careful sponging of the 


film surface with some moistened cot- 
ton or a special type sponge. 

Drying and Processing—To prevent 
possible streaking, it is best not to dis- 
turb the film during drying until it has 
completely dried. 

The processing operation must meet 
the required standard if the roentgeno- 
graphic technique is to be successfully 
concluded. 


369 East 149 Street. 


Split Ring Technique For Anterior Plastic Jacket Crowns 


19. An instrument is carefully in- 
serted between the crown and the 
shoulder in order that it may be lifted 
off the model without mutilation. 

20. The crown is placed in the mouth 
and ground into place. The outline of 
translucency of the adjacent teeth is 
noted and the crown is ground to this 
outline. 


The Dental Digest 


(Continued from page 547) 


21. The crown may then be returned 
to the model, and the translucent ma- 
terial added and reprocessed. 

Comments 

The advantage of this method is that 
the entire surface of the crown can be 
seen while being made. Minor changes 
in shade may be made by grinding the 
crown and reprocessing in the same 


mold; or, if the shade is too poor, a new 
crown can be made in the same mold. 

Anterior bridges can be made by ap- 
plying the same principles in larger 
equipment. 

A posterior crown can be made by us- 
ing a shorter ring with a cupule for a 
top for molding the cusps. 

804 Broadway. 
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Owing to the purchase of a large stock of deluxe Dental Digest bind- 
ers, we are able to sell them to our readers at the special low price 
of $1.75 each. 


Each binder holds one volume (twelve copies). 


Your file of The Dental Digest is invaluable for reference purposes. 
Preserve the copies by placing them in a binder. The binder is beau- 
tifully bound in blue imitation leather and when a complete volume 
of The Dental Digest is contained therein it makes a reference book 
equal to any you now have in your library. 


Use handy coupon when ordering 


The Dental Digest, 1005 Liberty Ave., Pittsburgh, Pa. 


Please enter my order for a Dental Digest binder. [|] Remittance here- 
with [ ] Bill Dealer. 


(Or please use coupon on page 564) 
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Trade Mark Registered 
U.S. Patent Office 


Technique and 


out even mixing. 


Crown and Inlay work. 


For CASTING 
Jacket Crowns 
Veneer Facings 
Bridge Pontics 


Inlays 


Since the introduction of ACRALAIN for Jacket Crowns, 
Veneer Facings, Bridge Pontics and Inlays, thousands of 
Dentists are successfully employing a type of restoration 
heretofore largely limited in serviceability. The ACRA- 
LAIN technique, the only one which provides for con- 
tinuous, controlled pressure, results in denser, more 
compact, stronger and more resilient restorations. The 
comprehensive selection of tooth shades and basic colors 
simplifies duplication of natural teeth, frequently with- 


Insist on ACRALAIN the ORIGINAL PLASTIC for 


If your Dealer or Laboratory cannot supply you, 
please write us 


Patents 


For PROCESSING 
Occlusal Planes 
For Vertical 


Dimension 
Appliances 


ACRALI 


257 WEST 38th ST. 


COLine. 


NEW YORK, N. Y. 
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HR 5674... 


A member of the Dental profession, 
Doctor Philip A. Traynor of Delaware 
on September seventeenth, introduced 
in the House of Representatives of the 
United States a bill to protect the pub- 
lic health by preventing the circumven- 
tion of certain state laws regarding the 


practice of dentistry. This bill is iden- 


tified as HR 5674 and is directed ex- 
plicitly at the destruction of the evil of 
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Suggestions for the use of 


The Ryan Examination and Treatment Record 


OVER 
125,000 
CHARTS 
NOW IN USE 
BY DENTISTS 
EVER Y WHERE 


TYPES OF PENCILS 


Mongol No. 867 
Mongol No. 819 
Castell No. 40 


Mongol cils are made by Eberhard Faber; 


SUGGESTED SYMBOLS 
Each dentist may develop his own system 
of symbols but the following specific 
markings have been found simple and 
adequate: 
Soft Lead Pencil—(a) Porcelain fillings are indi- 
cated by a pencil outline. 


(b) Porcelain jacket crowns and bridges are shown 
by cross-hatching with lead il across the 
corresponding tooth or teeth on the chart. 


(c) Missing teeth are blocked out with a soft lead 
pencil. 
(d) Abrasions are represented with a soft lead 
pencil. 
Blue Pencil— (a) Cavities are indicated with blue 
pencil. 
(b) Advisable restorations are demonstrated with 


blue pencil. 


Red Pencil—(a) A red line is used to indicate 
the presence of a root canal filling. 


(b) A red outline shows the presence and position 
of an impacted tooth. 


(c) Red pencil is used to represent pulp involve- 
ment. 


(d) A red “*X’’ is made across a tooth to indicate 
that its extraction has been advised. 


(e) Pyorrhea pockets are represented in red along 
the crest of the alveolar ridge (and a notation is 
made at the of the chart if extensive 
gingivitis is present). 


1. The Ryan Examination and Treatment Record may be had in pads 
of fifty charts each. These pads fit conveniently in a standard 9% by 11% 
inch loose-leaf notebook which may be purchased at a five-and-ten cent 
or variety store. 


2. Alphabetical dividers may be made by using a ten cent package of 
plain white paper of the same size as the charts with holes punched at the 
same distances, and a fifteen cent box of alphabetical index tabs. The holes 
are reinforced. 


3. Itis a good plan to keep a blank sheet of paper between the charts to 
—. possible smearing of crayon or pencil markings; but this is not 
essential. 


4. A fresh pad of charts may be kept ready for use in back of the notebook 
of active records. 


5. The various types of restorations and their location in a particular 
mouth are shown. with the use of polychrome pencils—gray, for amalgam; 
deep yellow, for gold. White pencil does not show up very well; consequent- 
ly, porcelain may be indicated with soft lead pencil outlines or cross- 
hatching. 


6. Spaces provided beside the quadrants with numbers corresponding to 
the teeth permit special notations concerning each tooth. As treatment 
progresses the blue markings indicating needed dentistry are erased, and 
the nature, location, and date of placement of each new restoration are 
recorded. Additional clinical notations are made if necessary in the space 
provided for that purpose below the chart itself. 


7. It is essential to be consistent in any system of symbols or markings 
developed. To insure consistency, it is well to have a key page in the front 
of the notebook. 


8. The exact record of conditions found in the average patient’s mouth at 
the original examination can be completed in fifteen or twenty minutes, 
and the time it takes to keep a chart up to date is negligible. 


9. When a chart is completed the necessary data (name, address, tele- 
phone, reference, estimate, and terms) are typewritten in the spaces provid- 
ed at the top of the record. The date of the original examination is also re- 
corded in order that the treatment dates (as shown in the quadrants at the 
sides of the chart) will be recognized as subsequent to the date of the original 
examination. 


10. Provision is made on the back of the chart for bookkeeping records. 
This is merely for the convenience of dentists who wish to keep all records 
together, but may be ignored by dentists who have a satisfactory book- 


‘keeping system which they need not discard or do not wish to discard. The 


Ryan Examination and Treatment Record may be employed as an additional 
or supplementary record to any established method of record-keeping 
dentists may have. 


11. Although the Ryan Examination and Treatment Record was designed 
for the dentist’s own convenience in his practice, the charts have been found 
to have a definite informative value in explaining conditions to patients. 
The charts are also particularly helpful in reporting dental conditions of 
patients to cooperating physicians. 


arts. 


THE DENTAL DIGEST, 1005 LIBERTY AVE., PITTSBURGH, PA. 


Here is $1.00. Please send me a pad of 50 Ryan Examination and Treatment Record 


(Or please use coupon on page 564) 


If you have not ordered 
your charts, clip the cou- 


pon and mail with a dol- 
lar bill. 
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DENTAL CHAIR 
NERVES 


“T am intelligent enough to know that I 
should have gone to a dentist several months 
ago. But my dental chair memories have pre- 
vailed against my better judgment. Now 1 
have to see a dentist and I dread the thought 
of the grinding, drilling and probing. I have 
a bad case of dental chair nerves. The dentist 
who can do anything about that, will get a 
regular patient, and will make life a lot easier 
for me.” 

Her future history as a dental patient de- 
pends upon this dental chair experience. 
Every day McKesson Easor analgesia is 
changing the attitude that so many people 
have toward dentistry. Once these people learn 
that dental treatment need not be an expe- 
rience to dread and put off, they become regu- 
lar and loyal patients. A McKesson Easor for 
nitrous oxid analgesia is a dividend-paying 
investment because it gets to the heart of the 
practice promotion problem. /t makes dental 
treatment easier and more inviting. 


Without obligating you in any way, we will be 
glad to send you complete information. Re- 
turn the coupon on page 564. 


MeKesson Appliance Co. 
Toledo, Ohio 
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mail order denture construction by un- 
licensed persons. 

We have been shouting for a long 
time that that the evil of taking impres- 
sions by the patient and carrying on 
denture construction by correspond- 
ence is a grave one. Here is our chance 
to show exactly how grave we consider 
the situation to be. If 10,000 dentists 
would immediately write to their con- 
gressmen asking that this bill be acted 
upon favorably, there is no question 
that it would be passed and become a 
law. But at the risk of poor prophecy, 
I have no doubt that most dentists will 
make no effort to see that this bill is 
passed. We will continue to complain 
and gripe but will do little to improve 
our own conditions even when a con- 
crete opportunity is offered. 


Unveiling ... 


Four obscure lines in a Chicago pa- 
per announced the death on November 
sixteenth of Barnabas F. Philbrook, 
“retired dentist who was credited with 
the invention of the cast gold inlay.” 
Few in the dental profession, other 
than the dental historians, know that 
Philbrook, while practicing in a rural 
community in Iowa, used gold inlays: 
ten years before Taggart announced 
his discovery to the dental world. In 
1897 Barnabas F. Philbrook appeared 
before his confreres, no more than ten 
of them, and presented a paper on cast 
fillings. It was ten years later that Tag- 
gart announced the method of making 
gold inlays for which he later attemp- 
ted to exact royalties and a tribute 
from the profession. Taggart went to 
his grave at the age of 78, an embittered 
man who had not profited from the in- 
vention that put millions of dollars in 
the pockets of his dental colleagues. 
Philbrook died in his eighty-ninth year. 
He had practiced dentistry for fifty- 
eight years. His name was seldom men- 
tioned in dental circles and he certainly 
did not receive the credit to which he 
was justly entitled. We have treated our 
dental immortals rather shabbily. 

There are many men living and prac- 
ticing dentistry today who have made 
important contributions, Too often 
these men do not receive the recogni- 
tion to which they are entitled. One 
thought may sustain them: 

“You can do a lot of good in the 
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It’s so easy to attach a soft rub- 
ber BS Polisher and clean deep 
pits and fissures—under the free 
gum margin, too, practically 
without any discomfort to your 
patient. You'll like the way they 
hold the dentifrice on the tooth 
surface—how spatter is reduced 
to a minimum—the conveniently 
short mandrel and their cool, 
smooth operation. 

Your patients will like BS Pol- 
ishers too, for Dentists every- 
where reported greater satisfac- 
tion when they voted BS Polish- 
ers the safest, most convenient 
and most efficient rubber polish- 
er on the market. 
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Crown and Bridge Cements are recon- 
sidered in the light of today’s clinical 
and economic requirements in this new 
booklet. The experience of many years 
is translated into facts of timely, prac- 
tical utility. Write for your free copy. 
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world if you don’t care who gets credit 
for it.” 

Houston Episode .. . 

Certainly the lobby of the Rice Ho- 


tel in Houston was large enough to ac-. 


commodate whispering dental polliti- 
cians during the convention. By two’s 
and three’s and by larger numbers, 
conspirators (“breathers together’) 
could be seen. Two women, apparently 
attending their first convention with 
their dentist-husbands, were overheard 
in the elevator while conjecturing as 
follows: 

“Mabel, what are all the men whis- 
pering about? Are they telling dirty 
stories?” 

“I don’t think so, Beulah. They’re 
talking politics. In fact, I heard that 
they’re grooming Doctor So-and-So to 
run as a black horse.” 


Nonagenarian.. . 

One of the most refreshing observa- 
tions at the Houston meeting was to 
see the 92 year old S. Blair Luckie who 
is still practicing in Chester, Pennsy]l- 
vania where he has worked continu- 
ously for 68 years. 


Thank You Notes... 

The great Sir William Osler was 
more than one of the outstanding men 
of medicine. He combined his great 
clinical skill, his superb understanding 
of people and their diseases with an 
elegant power of expression. It was he 
who exhorted his colleagues thus: 
“When you have made an observation 
of value or reached a conclusion con- 
cerning the unusual, publish it. Avoid 
carrying unpublished knowledge to the 
crave.” 

So much for the people who write of 
their experiences, but how are they to 
know what good they do and how much 
appreciation they receive? Unfortun- 
ately most of us are quick to receive 
knowledge but slow to acknowledge it; 
anxious to learn but hesitant to teach; 
avaricious to take, but reluctant to 
give. The men who help us in our prac- 
tices by improving our knowledge and 
our techniques do not make their con- 
tributions under the sign of the dollar. 
Their motives are, for the most part, 
entirely altruistic, but they do appre- 
ciate a friendly word of gratitude and 
are encouraged by it. 

George E. Cox of Wilmington, Dela- 


ware, has made a fine suggestion along 


I" radiographic viewing accessories 
—just as in x-ray films, expo- 
sure accessories, chemicals, 
processing accessories—the 
Eastman line is complete. East- 
man viewing accessories in- 
clude: (1) Twelve types of bris- 
tol-board mounts for periapical 
and for Bite-Wing radiographs, 
from single- to eighteen-open- 
ing. (2) An illuminator that ac- 
commodates all of the mounts, 
as well as individual radio- 
graphs up to 8” x 10”. 
Eastman Dental Film Mounts 
provide an opaque frame for 


each radiograph and space in 
which to mark data—some have 
anatomic charts; the radio- 
graphs quickly slide into slots. 
Eastman X-ray Illuminator, 
Model D,. provides evenly dif- 
fused illumination of north-day- 
light quality ...has a switch 
on the front... is finished in 
dark gray lacquer. Ask the den- 
tal salesman who calls on you 
regularly, for complete informa- 
tion about these efficient East- 
man products.... Eastman 
Kodak Company, Medical Divi- 
sion, Rochester, N. Y. 


EASTMAN ALSO PROVIDES 


A Complete Line of 
Films: 


PERIAPICAL (four types) — 
R-P (Rapid-Processing), 
Radia-Tized, C (Regular- 
Slow), D (Ultra-Speed); 1- 
and 2-film packets. BITE- 
WING—1-film packets; 
three sizes. OCCLUSAL (two 
types)—Super Speed, Reg- 
ular-Slow; 2-film packets. 
EXTRA-ORAL (two tvpes)— 
Blue Brand Ultra-Speed, 
No-Screen; 8"x10",5"x7”. 


A Complete Line of 
Chemicals: 


CONCENTRATED LIQUIDS 
X-ray developer and x-ray 
fixer; in 1-quart bottles, to 
make 1 gallon of solution 
by addition of water. PRE- 
PARED POWDERS — X-ray 
developer and x-ray fixer; 
when dissolved in water, 
quantity makes 1 gallon of 
solution. Liquids and pow- 
ders are compounded from 
Kodak Tested Chemicals. 


EASTMAN X-RAY MATERIALS 


A complete line of Films*Chemicals* Accessories 
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this line: “Appreciation for the hun- 
dreds of ideas as given by the dental 
magazines finds little expression from 
those who read. A postal card giving 
thanks for a real idea would show the 
author that his efforts are appreciated.” 
Most scientific publications give the 
addresses of authors at the end of arti- 
cles. This should serve as a slight hint 
to readers that if they appreciate the 
contribution, they ought to send the 
penny post card with a word of thanks 
to the author. 


Airing Our Failures... 


Every once in a while these dissent- 
ing opinions carry the suggestion that 
good might be accomplished by talking 
more about our failures in practice and 
less about our successes—nebulous 
and otherwise. Recently the orthodon- 
tists have done just that: They present- 
ed a symposium on orthodontic fail- 
ures. One rich note in this excellent 
series was sounded by the eminent 
pediatrician, Clifford Sweet of Oak- 
land, California, writing in the October 
issue of the American Journal of Or- 
thodontics and Oral Surgery. Doctor 
Sweet emphasizes the importance of the 
simple things in the life of the child, 
such as body mechanics, correct pos- 
ture, correct walking habits, proper 
sleeping habits and adequate nutrition. 
One part of his talk seems to give the 
clue to many malocclusions among 
present-day children: 

“When the child suckles at his 
mother’s breast he does not actually 
suckle so much as he chews. He must 
bring his jaws up to perpendicular ap- 
position in order to get milk out of his 
mother’s breast. While, when he is fed 
one of these damnable, long nipples 
that are commonly used on a nursing 
bottle, he does not use his jaws at all 
but, seizing the nipple between his 
tongue and his hard palate, he simply 
pushes it with his tongue to get the 
milk out. And repeatedly we have seen 
a potential Andy Gump.” 

It was a dentist, Ramaker, who first 
pointed out that the child in his tortu- 
ous passage through the birth canal 
may displace the facial bones in such a 
fashion as to produce a malocclusion, 
particularly because of the mechanics 
exerted upon the head at birth. It was 
Ramaker who first pointed out and is 
now receiving confirmation from Clif: 
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PLEASE REMIT—OR ELSE! 


That’s the curiosity-provoking title of Doctor Chivian’s December Ora Hy- 


GIENE article about pitfalls dentists encounter in dealing with collection 
agencies . . . This month’s O. H. also features terse quotes gathered at the 
Houston meeting of the A.D.A.... and Doctor Peter T. Swanish, distinguished 
economist, in “Mistake Not the Shadow for the Substance,” warns that al- 
though the best intentions in the world may underline a particular legislative 
measure, the practical results for dentists may be something far different from 


what is expected . . . A dental assistant, Dian Gardner, tells of patients that 
. Doctor Allan D. Wintner, in “Are 


Subsidies an Answer?”’, replies to Doctor S. C. Brown’s September article . . 


annoy her, in “Purely Personal Peeves” . 


“T am Now a Happy Dentist” confesses Doctor William Raskin, after he found 
the true meaning of service to patients .. . And ORAL HycIeENeE’s popular depart- 
ments, Ask ORAL HYGIENE, and Technique of the Month, and Editorial Com- 
ment, and Military and Defense News, and Dentists in the News, and Laffo- 
dontia, along with the not too-popular Publisher’s Corner, round out the De- 


cember number. This issue also carries a complete index of this year’s content. 
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ford Sweet that the breast-fed infant is 
more likely to have a well-developed 
face and well-developed jaws than the 
one artificially fed. 

It would be a sweeping and un- 
scientific generalization to say it, but 
some facts do seem to suggest that the 
child who has a mother who insists on 
pediatricians’ feeding formulas, who 
attends all the lectures on child hy- 
giene, but who, for want of time or 
because of vanity, keeps the child 
from her breast—these facts suggest 
that such a child is likely to be a sub- 
ject for future orthodontic attention. 

The points. to be emphasized are 
these: The beneficial result of the me- 
chanics of suckling and the effect upon 
the structures of the face and jaws; 
and the fact that mother’s milk is gen- 
erally accepted by nutritionists to be 
far superior to any artificial substitute. 

The more we observe the field of 
dentistry, the more we should be im- 
pressed with the biologic ramific.- 
tions and vastness of the issues that 
confront us. Dentistry is not simply a 
mechanical process. Dentistry is con- 
cerned with human tissues that re- 
spond in a multitude of ways. The re- 
sponse is often unpredictable. No two 
cases that confront us are ever alike. 
No two results are identical. And so 
far we have never reached perfection. 
Such a simple dental procedure as an 
occlusal restoration cannot be done 
without the most exacting care and 
effort. And after it is finished, if we 
look at our handiwork critically and 
objectively, we know that it missed 
the ultimate goal of perfection. That 
should not discourage us but stimulate 
us to strive again. I believe that is in 
part what Doctor Sweet meant when 
he said: 

“Every human being grows up men- 
tally and then he has to grow up emo- 
tionally before he becomes an adult. 
And the best sign that I have known 
that a person has become an adult is 
that he becomes introspective. He be- 
gins to examine himself and questions 
his motives and results.”—E. J. R. 
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